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Y 000| Initial Comments Y 000

The findings and conclusions of any investigation
by the Health Division shall nct be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be

ilabl i fi .
Site, ot localtow, | oo coniefederd RECEIVED

This Statement of Deficiencies was generated as JAN 0 § 2009
a result of an annual State Licensure survey A
conducted in your facility on 12/9/08. This State BN CeRTEEENSURE
Licensure survey was conducted by the authority CARSON CITY]NEVADA

of NRS 449.150, Powers of the Health Division.

The facility is licensed for five Residential Facility
for Group beds for elderly disabled persons,
Category li residents. The census at the time of
the survey was four. Four resident files were
reviewed and two employee files were reviewed.
One discharged resident file was reviewed. Y070 The Administrator must see to

, o o it that one of the qualifications of a
The following deficiencies were identified: caregiver must received an 8 hours @&C
o . training annually.
Y 070 449.196(1){f) Qualifications of Caregiver-8 hours | Y 070
SSF | training (D g Based on NAC 449-196(1)(f) ” 1
NAC 449.196 This 8 hours training was already
1. A caregiver of a residential meet by caregiver #1, however the
facility must:

copy was not included in the

{f) Receive annually not less than 8 personnel file.

hours of training related to providing

for the needs of the residents of a 05/02.2008

residential facility. 12/10/2008

This Regulation is not met as evidenced by: _

Based on record review on 12/9/08, the facility Attachment #1 - 2 pages Tag, Y070

failed to ensure that 1 of 2 caregivers received Alzheimer’s Disease 6 hours

eight hours of annual training (Employee #1). 05/02/2008
RC/AL Administrator Training

Severity. 2 Scope: 3 3 hrs 12/10/2008

f deficiencies are cited, an approved plan of correctio retum ithin 10 days after receipt of this statement of deficiencies.
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Y 088 4493199(4) Staffing Schedule Y 088 Y 088 That the Administrator must
§8=C .
make sure that written schedules of
NAC 449199 staff and must be retained for at least
4. The administrator of a residential facility shall and m - re am or at leas
maintain monthly a written schedule that includes 6 months after it expires.
the number and type of members of the staff of This is based on NAC 449-199
the facility assigned for each shift. The schedule
must be amended if any changes are made to the .
schedule. The schedule must be retained for at The ?hc;mml-str atorllln ];fld}”ay; :&
least 6 months after the schedule expires. sure that written scheduie for Statls
must be strictly accomplished,
maintained and retained up to 6
This Regulation is not met as evidenced by: months when it expires.
Based on record review and interview on 12/9/08,
the administrator failed to maintain a monthly
staffing schedule and failed to retain copies for Attachments #2, Tag Y088
the 6 of 6 months. Written Schedule of Staff for
Facility #11.
Severity: 1 Scope: 3 12/10/2008
YSZZZ 449.2175(3) Service of Food - Menus Y 272
58=
Y272 MENUS must be in writing,
NAC 449.2175 planned a week in advance, dated,
3. Menus must be in writing, planned a week in posted and kept on file for 90 days.
advance, dated, posted and kept on file for 90 Based on NAC 449-2175(3)
days.
The Administrator will do a written A
This Regulation is not met as evidenced by: planned dated daily, weekly and \ { p[
Based on record review and interview on 12/9/08, monthly advance scheduled MENUS
menus had not been kept on file for 90 days. that is dated, posted, and kept on file
Severity: 1 Scope: 1 for 90 days. 12/10/2008
Y 878 449.2742(6)(a)(1) Medication / Change order verg | Attachment #3 (4 pages) Tag Y272
$8=D A written new weekly Menus with
changes and started as of 12/10/2008
NAC 449.2742
T deficiencies are cited, an approved plan of correction must be retumed within 10 days after receipt of this statement of deficiencies.

STATE FORM

1M4N11

If continuation sheet 2 of 4




VY A e Al LS

[N R U R RS

e i

FRING CU. 1Ll euso

NAG 445,2744 ‘
1. The administrator of a residential facllity that
provides assistance to residents in the
administration of medication shall maintain:
(b) A record of the medication administered to
each resident. The record must include:

(4) Instructions for administering the
medication to the resident that reflect the current
order or prescription of the resident's physician.

MB ‘are clied, an spproved pian of Caftection must ba feturned within 1

Y898 That the Administrator will
ensure that the Medication
Administration Record (MAR) will
be signed and followed with
asccuracy in accordance to the
physician’s medication instructions
and orders. 01/15/2009
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Y 878| Continused From page 2 Y878 -
6. Except as otherwige provided in this Y878 The Administrator must
s:bsledcnon. a medication prescribed by a ensure that all Residents will receive
physician must be administered as prescribed by icati ibed by their
the physician. If a physician orders a change in Medlcc:il‘lrzn;s :::c;m u!:ust be
the amount of times medication is to be respeciive p1y y
sdministered to a resident: edministered and followed strictly as
(a) The careglver responsible for assisting in the prescribed and as ordered by their
administration of the medication shall: physician. 01/15/2009
(1) Comply with the order. e ié
This Regulation Is not met as evidenced by: j' ‘4[ ‘
Based on recond review and interview on 12/9/08,
the facility failed to ensure that 1 of 4 residents
received a bedtime medication as prescribed
{Resident #1),
Severity. 2 Scope: 1
™
Y388 449.2744(1)(0)4) Medication / MAR Y 898 %

v afler receipt of this stetoment of GehCiencles.

1t continuaion sheet 3 of 4
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Continued From page 2

6. Except as otherwise provided in this
subsection, a medication prescribed by a
physician must be administered as prescribed by
the physician. If a physician orders a change in
the amount or times medication is to be
administered to a resident:
(a} The caregiver responsible for assisting in the
administration of the medication shall:

(1) Comply with the order.

This Regulation is not met as evidenced by:
Based on record review and interview on 12/2/08,
the facility failed to ensure that 1 of 4 residents

received a bedtime medication as prescribed
{Resident #1).

Severity: 2 Scope: 1

448.2744(1)(b)(4) Medication / MAR

NAC 449.2744
1. The administrator of a residential facility that
provides assistance to residents in the
administration of medication shall maintain:
(b) A record of the medication administered to
each resident. The record must include:

(4) Instructions for administering the
medication to the resident that reflect the current
order or prescription of the resident's physician.

Y 878

Y 898

Y878 The Administrator must see to
it that all Medication prescribed by a
physician must be administered as
prescribed by the physician.

That Resident #1 is confused and
agitated once he cannot take the
bedtime medication OLANZAPINE
15 MG TAKE TWO TABLETS BY
MOUTH AT BEDTIME AND
TAKE ONE TABLET EVERYDAY
AS NEEDED FOR AGITATION.
This is the medication prescribed by
his physician Dr.

of the VA Medical Center.

In this situation, the Administrator /
caregiver were not able to sign the
Medication Administration Record
(MAR) showing that the medication
prescribed for Resident #1 were not
given as per prescribed by the
physician.

After consultation with the physician
by the caregiver regarding the
incident the physician look at the
dates of refills of the medication.

It shows that the medications for
Resident #1 were given on those
days and times prescribed since the
refill indicates that the medication
were consumed at the right time and
days versus the number of refills
delivered plus the tablets supposed to
be given as needed.
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NAC 449.2749

2. The document required pursuant to paragraph
(j) of subsection 1 must indicate the location to
which the resident was transferred or the person
in whose care the resident was discharged. If the
resident dies while a resident of the facility, the
document must include the time and date of the
death and the dates on which the person
responsible for the resident was contacted to
inform him of the death.

This Regulation is not met as evidenced by:
Based on record review and interview on 12/9/08,
the facility did not provide proper documentation
regarding a resident who had been discharged
{Resident #5).

Severity: 1 Scope: 1

follow strict compliance and double
check all entries in the Medication
Administration Records (MAR) so
any orders prescribed by physicians
will be followed without errors.
01/03/2009

Y944 The Administrator will see to
it that when discharges arises proper
documentations must be performed.
Indicate location to which the
resident was transferred or a person
to whose care the resident was
discharged. In case of death, time
and date must be indicated and the
date when the contact person or
relative was contacted to inform the
death of the resident. 12/24/2008

Attachment #5 Tag Y944
Discharge paper of resident #5
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Y 898| Continued From page 3 vsog | Continued from page 3
This Regulation is not met as evidenced by: . i
Based on record review on 12/9/08, the facility However, Resident #1 do not take
failed to ensure the medication administration those as needed pills since two .
record (MAR) was accurate in the instructions for tablets were already enough for him
administration of a medication for 1 of 4 residents to be good without confusion and
(Resident #1). agitation.
This was a repeat deficiency from the 1/24/08 Attac.:hm.ent #4 Tag Y878 3{(’
State Licensure survey. Medication refil pl']IltOllt from the
physician of Resident #1 at the VA
Severity: 1 Scope: 2 Medical Center. 12/24/2008
Y 944 449 .2749(2) Resident File / Discharge Y 944 Y898 The Administrator will now
S$S5=A

%
‘ /l I
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